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Introduction
The insufficient number of medical students intending to pursue a general practitioner (GP) career is a consistent problem 1 particularly given GP shortages in deprived areas 2 . This may be exacerbated by the heavily prioritised hospital-based teaching model amongst medical schools 3 despite around 90% of National Health Service patient contact occurring in primary care 4 . There are fewer students interested in GP training posts, than are needed to respond to the healthcare needs of the population 1 .
The UK population demographic is changing so healthcare must be provided for ageing patients with higher levels of chronic conditions and co-morbidities. In addition, disadvantaged groups (i.e. unemployed, racial and ethnic minorities, disabled) have reduced access to healthcare and suffer poor health outcomes across their lifespan 5 .
GP consultations in areas of high socioeconomic deprivation deal with a high prevalence of psychological distress in patients 6 , therefore, future doctors who provide care for such populations often require context-dependent knowledge and skills. The learning opportunities for students to consider undifferentiated symptoms of illness and psychosocial determinants of health are more readily available in primary care compared to hospital settings.
In the UK, recent policy has striven to enhance community involvement within the undergraduate curriculum 7 and increase the GP workforce 8 to ensure equitable healthcare 2 . Health Education England, the responsible organisation for the education and training of healthcare staff to help ensure the highest quality healthcare to
England's population, has a mandate to recruit 50% of graduating medical students to become GPs 8 .
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Current teaching models are arguably exacerbating the problem as not enough students are choosing general practice and those who are, are not working where they are most needed: in deprived, inner-city UK areas 1, 3, 5 .
Reviews of undergraduate clinical placements in rural, community areas suggest they are increasingly accepted educational environments 9, 10 . The initiatives are underpinned by principles including continuity and immersion 9 . 'Continuity' refers to repeated, on-going contact with a healthcare team whereas 'immersion' involves a deep exclusive engagement experience in a setting This paper describes an innovative pilot programme to tackle these issues.
Context
Community settings
Most deprivation indicators are composites of different variables which often include measures of unemployment, income, housing, education, and health. The definition of 'deprivation' has to be contextualised within any given population. 
Innovation: The Difficult and Deprived Areas Programme (DDAP)
A pilot was developed to increase undergraduate exposure to general practice and community settings considered to be in difficult and deprived areas (see box 1). The DDAP is generalist in nature allowing students to learn about psychosocial determinants of health and engage community projects while concurrently gaining an intense clinical experience. Students are given the opportunity to appreciate the complexity of healthcare in deprived areas by allowing continuity and immersion in educational community settings. Initially, funding was secured from the North East Strategic Health Authority alongside permission from the Newcastle-Durham Joint
6
Board of Management Committee, for five students per cohort, over three consecutive cohorts.
Box 1 DDAP aims
Primary aim
• To encourage medical students to work in deprived areas in the future.
Secondary aims
 To increase student awareness of psychosocial determinants of health and health-seeking behaviours in deprived areas.
 To enhance student motivation, confidence and competence in caring for patients residing in deprived areas.
 To enrich the student experience as active members of the team and provide continuity of care in the community.
 To enable students to understand the interface between primary and secondary care.
Student learning outcomes
 Demonstrate an understanding of the current discourse surrounding health inequalities.
 Identify the links between deprivation and health.
 Describe reasons for specific problems associated with deprived areas.
 To explain how extraneous factors can impact on health outcomes and how to provide effective interventions.
 To demonstrate an understanding of the wider issues relating to health needs in deprived areas and how this may impact on other areas of life.
 Recognise potential barriers to accessing health care in deprived areas and ways in which to address them.
 Describe reasons for the differences in perspective between primary and secondary care and how this may affect health care in deprived areas.
 Identify services and networks within and outside the health service that support people in deprived areas. whereas the DDAP permits a longer period of time.
The students spend time with one general practice and one community placement organisation, and attend teaching sessions. During the first cohort (2012/13), the weekly timetable consisted of two days in general practice, half day teaching session delivered at Queens Campus, half day self-directed learning, and two days community placement. For the community placement, the student's stated preferences for particular areas (see box 2).
All placement providers were required to induct, support, mentor, and ensure students had useful roles. This often involved observation, shadowing, and hands-on learning experiences under appropriate supervision. 
Student participation
The DDAP provides an experience that is not currently part of the existing curriculum therefore is new for all students. Medical students from either Durham or Newcastle
University have to volunteer in their 2 nd year. If volunteer numbers exceed maximum uptake then selection interviews with an emphasis on relevant experience, interest and intent are implemented.
Management & placement allocations
Quarterly steering-group meetings consisting of: GPs, academics, Dean of Medicine, administrators, researchers, and funding body representatives, discussed issues including timetabling, general practice and community placement involvement, assessments, and future planning.
Following an invitation to all general practices in the Teesside area, the DDAP steeringgroup was overwhelmed by the high level of interest. General practices were compensated in-line with existing reimbursement given to undergraduate training practices.
All potential placement allocations were selected by the steering-group because of their overall relevance to the DDAP aims although the unique student experience varied depending on the specific nature of the organisation. For example, a student placed with an asylum seekers organisation would be involved with case management of individuals dealing with benefits, health and housing.
Student assessment
Learning objectives were identified by students (and signed off by supervisors) prior to placements. For the SSC, students had to pass a patient-case presentation (relevant to deprived areas) and electronic portfolio. The e-portfolio enabled students to record progress towards their learning objectives and to reflect on their experiences. For the elective, a written reflection was required, including areas such as motivation for choice, valuable learning experiences, and personal reflection.
DDAP evaluation
Curriculum evaluation forms indicated a high level of satisfaction with the DDAP.
Students typically commented that they valued the programme structure and 
Implications
The broadening understanding of placements in underserved areas, including postindustrial, deprived areas, provides a model for those seeking to implement initiatives in similar settings. Two domains, setting and length of placement are imperative characteristics.
Setting of placement
The DDAP explores the transferability of successful rural models to other underserved areas and begins to unpick the pragmatic viability. This example can be built on further;
research is needed to ascertain how appropriate such initiatives are as commonplace educational environments and how feasible they are to address workforce shortages.
Length of placement
There is a need to understand student learning processes during extended placements in underserved areas and differences in accordance with placement length variation.
Between four weeks and five months, Worley and Kitto 15 identified a 'turning point' as a student becomes familiar with the general practice and their role; requiring less handson-time with supervisors. The DDAP provides support for a 14 week model. In terms of learning there is a general consensus about placement length of "the longer the better"
to develop relationships between students, supervisors and patients. However, the associations between placement length, continuity and outcomes largely remain unknown.
Summary
In summary, the DDAP provides medical students with an extended learning experience in underserved, deprived UK areas. 
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